Tuberculosis (TB) is a chronic granulamatous disorder presenting mostly (80%) as a pulmonary disease, the extra-pulmonary presentation being relatively uncommon. The oral cavity can sometimes be a site for extra-pulmonary tuberculosis with a highly variable clinical presentation including ulceration, diffuse infl ammatory lesions, granulomas and fi ssures. Oral lesions usually appear secondary to a primary tubercular infection elsewhere, although primary infection of the oral mucosa by Mycobacterium tuberculosis has been described. We report here a rare case of primary tuberculosis of the hard palate extending to gingiva, manifesting as gingival enlargement with ulceration. Diagnosis was established by histopathological examination of tissue biopsy and by chest radiography. The patient was put on anti-tubercular therapy for nine months to which a prompt response was obtained. This emphasizes the need to consider tuberculosis in the differential diagnosis of non-healing mucosal lesions of oral cavity for early diagnosis and prompt treatment.
INTRODUCTION
Tuberculosis is a major public health concern especially in India, and is still among the most life-threatening infectious diseases, resulting in high mortality in adults. With a prevalence of 200 cases per 100 000 population in 2009 globally, it is estimated that two billion people (i.e. one-third of the world's population) have been in contact with the tubercle bacillus. The two countries with the largest number of incident cases in 2009 were India and China, India alone accounting for an estimated one fi fth (21%) of all TB cases worldwide. Moreover, the emergence of drug-resistant TB has recently raised serious concerns. There were an estimated 440 000 cases of multi-drug resistant TB (MDR-TB) in 2008, approximately 25% of them being in India. 1 Oral TB accounts for 0.1-5% of all TB infections according to varied reports. 2 Although oral manifestations of TB have been rare in recent years, they are re-appearing on account of the emergence of the global pandemic of HIV and the rampant drug resistance in tubercle bacilli. 3 Oral TB accounts for up to 1.33 % of HIV-associated opportunistic infections. 4 Hence, it is important to consider tuberculosis as a differential diagnosis of oral lesions especially in regions of high incidence of tuberculosis like India. We are presenting here a rare case of primary oral tuberculosis of the hard palate that underlines the importance of the above statement.
Case presentation
A 26 year old female patient had developed a diffuse, painless, erythematous swelling of the mucosa of hard palate extending anteriorly behind the incisors over a period of 2 years and progressing to ulceration for which she consulted a dentist. She also had systemic complaints of low grade fever, weight loss, loss of appetite. The dentist found no evidence of cervical lymphadenopathy and noted that there was no history of any dental procedures or trauma. The patient was treated empirically with antibacterial agents for 1 week with no response. A radiograph of the upper mandible found no bony erosions. She was later put on antifungal therapy and the exudate was sent for potassium hydroxide staining to identify fungal infection but report came back negative. By this time her disease had progressed to involve gingiva and periodontal tissue and 4 upper incisors were unsalvageable and had to be removed. She was then referred to us to rule out tuberculosis. When she presented to us she had an erythematous swelling over hard palate extending to alveolus anteriorly. Rest of the oral cavity was clean. She had no past history of tuberculosis and was adequately vaccinated with BCG. A chest radiograph was obtained and found to be clear with nothing to suggest a primary focus of tuberculosis in the lungs. The patient was found to be non-reactive for HIV serology. We started by taking a biopsy of the lesion, which on histopathological examination showed non caseating epitheloid cell granulomas suggestive of tuberculosis. Infection with mycobacterium tuberculosis was further confi rmed by PCR studies of the specimen as well. There was no evidence of malignancy ( Figure 1 ). She was subsequently put on anti-tubercular therapy (ATT) with isoniazid, rifampicin, pyrazinamide and ethambutol (HRZE) for 3 months. By the end of 2 months of starting ATT the lesion had reduced in size and the patient was improving symptomatically. She later received a continuation therapy with isoniazid and rifampicin for 6 months. On subsequent follow up the lesion completely resolved and the patient is currently under follow up. 
DISCUSSION
Although oral tuberculosis has been well documented with an incidence of accounting to 0.1-5% of all tuberculosis cases, 2 tuberculous lesions of the upper aerodigestive tract have become rare. 5 Tuberculous lesions of the oral cavity may be either primary, or secondary to disease elsewhere in the body, with secondary lesions being more common. 6 Oral tuberculosis most commonly presents as ulcerations, typically as a stellate ulcer on the dorsum of the tongue with undermined edges, sloughed or granulated fl oor and indurated base. However, it can also present as swelling, nodules, discharge, fi stulas or even b
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diffuse infl ammation of the oral cavity. 2 Although the tongue is the commonest site for oral tuberculous lesions, they may also affect the mandible, gingiva, buccal mucosa, fl oor of mouth, lips and palate. 2, [7] [8] [9] [10] [11] The hard palate is the rarest of all sites of oral involvement and was cited as the main or initial site of presentation of the oral TB lesion in 5% of the case reports 12 according to a recent systematic review with 50% of the cases having evidence of a primary pulmonary pathology.
2 Thus the present case report is one of the rarest presentations of tuberculosis.
The differential diagnosis of a tuberculous ulcer of the oral cavity includes aphthous ulcers, traumatic ulcers, syphilitic ulcers and malignancy. 5 It is most likely that tuberculosis is only considered when the histological specimen reveals a granulomatous lesion. The diagnosis of tuberculosis is confi rmed by the presence of acid-fast bacilli in the specimen, or more likely by culture of tubercle bacilli. Since oral tuberculosis is almost always secondary to pulmonary tuberculosis, sputum culture must also be carried out. Radiographic evidence of tuberculosis must also be sought. According to a recent review of the reported cases of oral tuberculosis symptoms had been present for an average of 6 months before diagnosis, 30% of these received antibiotic and/or antifungal therapy, 15% received corticosteroids or analgesic/antiinfl ammatory drugs while most of these cases were labelled as non-healing or unresponsive to treatment. 2 The picture is very similar to the case presented here, which was previously misdiagnosed and treated inappropriately with antibiotics before we established the diagnosis of tuberculosis. This clearly emphasizes the importance of considering tuberculosis as a differential diagnosis in chronic oral lesions as well as calls for better co-ordination between dentists and physicians so as to ensure early diagnosis and prompt treatment of this disorder especially since it is an extremely treatable condition with cure rates approaching 85%. 
